Methods: Three consecutive patients undergone robotic reoperation by daVinciÒ SI, and by the same team were reported. Patients were positioned in reverse Trendelenburg. For all patients, five trocars were used (3 of 8 mm and 2 of 12 mm), and surgical specimens were removed through Pfannestiel incisions. Results: From November 2016 to December 2017, three cases of IGBC were performed. Clinicopathological, operative and postoperative data are summarized in the table. Briefly, all patients underwent bisegmentectomy IVb/ V (1 anatomical and 2 non-anatomical) plus hilar lymphadenectomy; they were pT1b, and neither presented residual liver disease nor positive node at final pathology. Neither Pringle maneuver nor blood transfusions were necessary. All discharges from ICU and hospital were on second and third postoperative days, respectively. No complications at 30-days were recorded. Conclusion: Our initial experience suggests that robotic reoperation seems to be safe, and simplifies both hilar lymphadenectomy as well as intrahepatic control of pedicles allowing anatomic resections. The putative benefits of its approach are the articulate arms facilitating traction and dissection of hilar structures with precise movements and tridimensional view. Both articulate mono and bipolar scalpels helped to work bi-axially on the liver wedge necessary to remove segments IVb/V with their pedicles. Iatrogenic bile duct injury(IBDI) is the most serious complication of cholecystectomy. Endoscopic stenting is an alternative to surgery in managing IBDI and data on this aspect is scarce in our setting.
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Post cholecystectomy ERCPs(suspecting IBDI) were analysed and categorized into Bismuth-Strasberg classification(A-E). E(1e5) were considered as major injuries. The stented patients were evaluated for symptom improvement, need of repeat endoscopy and complications.
Eighty seven IBDI was detected during ERCP(2007e 2016, 70% following Laparoscopic cholecystectomy). Male:female was 1:3 and mean age was 38.6 years(range 28e70). 53% had minor injuries(Bismuth-Strasburg A-D). Cystic stump leak was the commonest single injury(36%). All the minor injuries(n = 46) were stented with 7Fr or 10 Fr plastic stents. All stented patients needed repeat ERCP(two monthly in most cases) with a median number of 5(range 2e 11) and 81% underwent serial dilatation and multiple stenting. All the patients had symptom improvement within three months of the initial intervention. In stented group 5 patients(10%) needed surgery as they developed chronic CBD stricture which were not improved with at least 6 attempts of serial dilatation(after 3 years of initial surgery). Zero mortality was reported in stented group.
Minor IBDI can be effectively managed with ERCP and stenting according to our data. Serial dilatation with repeated ERCP is needed in most of the cases but avoiding a major surgery would be an advantage. The number of serial dilations attempts before deciding on reconstructive surgery should be evaluated further as many patients improved after multiple attempts of dilatation. Introduction: A shortage of experienced surgical assistants makes difficulties in performing laparoscopic cholecystectomy (LC) that we introduced solo surgery by using a laparoscopic scope holder to maintain a stable surgical view. The aim of this study was to investigate the safety and feasibility of solo LC compared with conventional LC assisted by an experienced scopist. Methods: A retrospective comparison of solo single-incision LC (group A, n = 566) and conventional three-incision LC (group B, n = 874) from January, 2013 to December, 2016 at multicenter was performed. Baseline characteristics, operative outcomes, and postoperative complications were compared. Results: No significant differences in baseline characteristics were found between the two groups. Operative time was similar in two groups ( 
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